Si.ary An audit was carried out of 51 oncology patients referred to a clinical psychology service to identify the characteristics of patients selected for referral and to assess change following psychological intervention. A survey was conducted of an unselected sample of oncology patients representative of the workload of the oncology department from which the referrals came, to determine the prevalence of comparable psychosocial problems among patients who were not referred for help and to assess whether doctors were aware of the problems patients reported. Data were collected using the Hospital Anxiety and Depression (HAD) and Mental Adjustment to Cancer (MAC) scales and a problem checklist devised for this study. Referred patients were significantly more anxious and depressed (P<0.001) and showed poorer adjustment on MAC scales than the surveyed sample, but 30% of the latter group warranted assessment for anxiety and 23% for depression. The number of psychosocial problems was the best single predictor of clinically significant mood disorder irrespective of the specific problems of their severity. Intervention was associated with a significant improvement in distress and problems for referred patients by the time of discharge. Psychosocial problems were often undetected by staff even in referred patients. The checklist is a feasible screening method for potentially remediable problems which are cumulatively a significant contributor to cancer patients' distress.
Coping with cancer, its treatment and associated side-effects and with the consequent disruption to normal patterns of daily living may be expected to raise a number of problems for patients. Much of the psychosocial research in oncology has focused on demonstrating that the emotional distress associated with cancer amounts to clinical case level anxiety and/or depression for a significant minority of patients. In spite of the availability of brief screening measures, e.g. the Hospital Anxiety and Depression (HAD) Scale (Zigmond and Snaith, 1983) , detection rates in medical practice have been notoriously low (Maguire, 1985) and continuing effort is being expended in teaching clinical staff communication and counselling skills in an effort to ensure that potentially remediable emotional distress does not go undetected and unrelieved in routine oncology practice.
Oncology departments vary within and between countries in the resources available to them for meeting their patients' psychological needs. Few data have been published to document the service models employed or their cost-effectiveness.
Half the patients referred to a liaison psychiatry service from a breast cancer unit in London (Ramirez, 1989) presented with transient psychological reactions to disease-related events, leading Ramirez to question the role of psychiatric intervention in this group. She reinforced the need for staff training not only in dealing with patients' psychological reactions but also in recognising the vulnerable patient at risk of developing more chronic psychiatric illness for whom referral to the psychiatric service was justified.
Concern about vulnerability initially focused in the literature on particular stages of the disease process, i.e. on the emotional impact of the initial diagnosis of cancer and on terminal illness. It is increasingly recognised that the range of problems which patients face, e.g. in remission or on relapse, may challenge their capacity to cope at other times. Individual vulnerability may be recognised in patients with a past psychiatric history or among those who lack a confiding relationship. However, it is also increasingly recognised that vulnerability may result from the experience of multiple stressors (Christ, 1991 The increased use of multidimensional quality of life (QL) assessments has raised awareness of the range and extent of cancer patients' subjectively expenrenced difficulties, but these measures are rarely applied in routine clinical practice. Osoba (1993) has demonstrated that patient self-rated checklists, derived from QL measures, are feasible and valuable in the evaluation of symptom control in clinical practice in Canada. No comparable strategy has been reported for monitoring patients' psychosocial needs. The Cancer Rehabilitation Evaluation System (CARES) (Schag et al., 1991) is the QL questionnaire which best addresses this issue, but it is too long even in its short form for routine clinical use.
Discussing the development of psychosocial services for cancer patients in the United States, Christ (1991) highlighted the need for a system for identifying the range of patients' unmet needs at each stage of the disease process before practical and economically feasible interventions could be piloted. The development of oncology counselling in Britain has provoked similar calls for monitoring and evaluation (Fallowfield, 1991 
Statistical methods
For the audit pre-and post-intervention data were compared for each of the three measures used. Scores for referred patients, i.e. before intervention, were compared with data from the surveyed patients by two-sample t-tests. Pearson correlation coefficients were used to assess the associations between continuous variables. The associations between patients' HAD scores and doctors' ratings of the level of anxiety and depression were investigated using the nonparametnc trend test (Cuzick, 1984 
Resnls
The sample Data were obtained from 51 referred patients (response rate = 100%) and 505 surveyed patients. Twenty eligible patients declined to take part in the survey and 69 patients failed to return their forms (response rate = 85%).
The sex ratio was similar in the audit (21 men, 30 women) and the survey (192 men, 313 women), but referred patients were younger (mean age =43 years, s.d. = 15) than the survey sample (mean age= 59 years, s.d. = 14) (t = 7.2, d.f. = 550, P<0.0001). Thirty-eight referred patients (74%) and 382 surveyed patients (76%) had WHO performance status < 1. Twenty-one in-patients, 20 day patients and ten out-patients were referred. Survey data were obtaied from 104 in-patients, 93 day patients and 308 out-patients.
Patients in both the audit and the survey spanned the major diagnostic groups in proportions similar to the department's statistics for the preceding year (Table 1) . Patients with CNS and urogenital malignancies were over-represented and those with hlg ancer under-represented among referred patients. Similar proportions of audit and survey patients (33% and 38% respectively) were off treatment at the time of the study.
Thirty-seven per cent of referred patients were receiving chemotherapy alone and 22% radiaotherapy alone. In the survey the proportions of patients having chemotherapy and radiotherapy were 14% and 29% respectively. Nime per cent of patients surveyed were receiving only hormone therapy and the remainder of the patients studied were receiving some combination of radiation and drug therapies.
Two of the patients referred to the clinical psychology service required a single interview only. Eight died. Thus 41 patients completed the second assessment in the audit. The most common reasons for referring patients to the psychologist were anxiety (16 patients), depression (14 patients) and stress (nine patients). Technques of cognitive therapy were used with 25 patients, ten required behavioural intervention and the renainder had a combined approach.
The number of sessions offered ranged from 1 to 12 with a mean of 5. Typically the first session lasted 1 h and subsequent sessions 30 mins.
Anxiety and depression
The prevalen of probable cases (HAD score = 11 + ) and possible cases (HAD score 8-10) of anxiety and depression (Table III) .
Although in the audit there was some attrition, due to death or deteriorating health, paired comparison of scores showed a significant drop in anxiety (t = 5.8, d.f. = 40, P <0.001) and depression (t = 6. 1, d.f. = 40, P <0.001) for 41 referred patients on discharge by the psychologist (Table  II) .
Referred patients were significantly more anxious (t= 3.5, d.f. = 538, P<0.001) and depressed (t = 5.03, d.f. = 543, P<0.001 on first presentation) than surveyed patients as assessed by the HAD scale (Table II) Relative to the authors' cut-off scores for caseness (Watson et al., 1989) , referred patients were low in fighting spirit and more hopeless/helpless (Table IV) .
At the time of discharge, referred patients tended to have more fighting spirit (t = 1.87, P = 0.07) and there were no significant changes on the other subscales.
Patients selected for referral showed significantly poorer adjustment at first presentation on all the subscales of the MAC relative to the survey sample. Older patients were more fatalistic (r=0.32, P<0.001), but no other age differences were observed. Psychosocial problems Among referred patients the most common problems were also those rated as most severe, i.e. personal distress, coping with treatment and coming to terms with the illness (Table V, la).
Several of the problems reported by patients in the audit had not been detected by the referring agent in making the referral, e.g. the referring doctor was unaware of the difficulties reported by 5/9 patients in coping at home, 8/9 in cognitive function, 13/37 in personal distress, 7/25 in coping with disease or 8/27 in coping with treatment (Table V, 11 ).
In addition, referring agents were given the opportunity to record when they did not know whether the patient had a problem or not. It is of particular interest that for 46% of referred patients the doctor did not know whether or not the patient had cognitive difficulties and for 28% whether or not the patient was distressed at the time of making the referral.
Patients' ratings were compared from referral to discharge using the Wilcoxon The cumulative impact of having multiple problems was examined by simply summing the total number of problems. Patients with five or more problems, irrespective of their severity, were more likely to achieve case-level scores for anxiety and depression on the HAD scale. Of the 67 patients with HAD anxiety scores )lI, 54 (81%) had five or more problems. Figure 1 illustrates the findings in relation to anxiety.
In a logistic regression analysis the total number of problems was the single best predictor of clinically significant anxiety and depression in female patients. Among male patients age was also significant as a predictor of case-level depression (Table VII) .
Diasio
Clearly the decision to refer reflects staff attitudes as well as patient needs, and individual differences in referral practice undoubtedly exist. These were not the subject of this study.
The sociodemographic and clinical characteristics of the patients selected for referral did show some interesting differences from the survey sample in age, disease site and in the proportion of out-patients. identification with, and heightened sensitivity to, the repercussions of cancer in the prime of life. Certainly, younger patients reported more problems in living associated with their illness and treatment, but we need to check whether the emotional and psychosocial needs of our older patients are being adequately assessed.
The number and range of evident problems for patients with CNS malignancies makes their increased need for referral apparent, but it was not immediately obvious why lung cancer patients were under-represented among referred patients. This may be an age-related phenomenon.
In spite of the medical stafs willingness to co-operate in the study, the proposed procedure for obtaining doctor's ratings of patients' psychosocial problems proved impractical for busy out-patient clinics. Although acceptable compliance was obtained with a much abbreviated form which merely asked whether the doctor identified the patient as having any psychosocial problems, the apparent lack of time to assess psychosocial concerns in this setting may explain why outpatients were under-represented among patients for referral to the clinical psychologist.
The audit data suggest that appropriate patients were selected for referral to the clinical psychology service as assesd by the greater prevalen of HAD scores in the borderline range or higher and by poorer mental adjustment to cancer (MAC scores). Referred patients with lower scores on the HAD reported other problems in coping with their illness or treatment which were causing them significant distress, e.g. conditioned nausea, relationship difficulties. Even among those patients whose difficulties medical staff recognised sufficiently to initiate a referral, more systematic assessment revealed psychosocial concerns of which the referring agent was unaware. While it was perhaps not surprising that doctors readily admitted being unaware of whether patients had problems in their social or leisure activities or in their spiritual lives as a result of their cancer, it was more worrying that, even among this referred sample, in half the cases the doctor did not know whether or not the patient was A Cul et al cognitively impaired and in more than one-quarter of cases did not know whether the patient was distressed. Furthermore, the doctors identified psychosocial problems which the patients did not endorse. This is consistent with other work in which ratings obtained from health professionals explained less than 30% of the variability in patients' scores using the same quality of life measures. The staff ratings also showed much greater variability on test-retest than did patients' (Slevin et al., 1988) . Although on occasions the doctor may be reporting a problem which the patient is denying the subsequent interventions with these patients support the generally held view that the most reliable report of patients' psychosocial problems comes from patients themselves.
Clearly, no conclusions about the efficacy of the service offered can be drawn from this uncontrolled audit. The problems of referred patients might have spontaneously improved over time without specific intervention. For eight patients whose health deteriorated, it was inappropriate or impossible to reassess them before they died. It is, however. reassuring for the remainder that intervention from the clinical psychologist was associated with a significant improvement in measured anxiety and depression and in the most commonly reported problems.
Discharged patients exhibited more fighting spirit (on the MAC scale) than they had on referral, but the psychologist's intervention was not associated with significant shifts in other MAC scale scores. It may be that the intervention was too brief to modify what may be more enduring individual predispositions.
The intervention model used derived from the same theoretical basis as adjuvant psychological therapy (Greer et al.. 1991) but the professional input of time was less. With first appointment lasting no more than 1 h and follow-ups no more than 30 mins, the mean total consultation time spent on each patient was about 3 h. With intervention from a fully trained clinical psychologist, Grade A at Spine Point 24 on the salary scale (and allowing 40% for employers' costs), the intervention cost approximately £45 per patient at current rates.
Ramirez (1989) questioned whether half of the patients referred to her liaison psychiatry service needed to see a psychiatrist. One-third of the patients in our audit had low scores on the HAD scale, and even among those with higher scores the question remains as to whether the same improvement could have been achieved more cost-effectively. Such an evaluation would need to take into account not only the immediate outcome but also the subsequent incidence of recurrent problems. It has been demonstrated in other settings (Blackburn et al., 1986; Simons et al., 1986 ) that there is a long-term advantage in favour of interventions which involve patients as active partners in learning strategies for coping not only with current problems but also with potential future difficulties.
The patients included in the survey were broadly representative of the workload of this regional cancer centre. The sample was biased only in that acutely or terminally ill and demented patients were excluded from the assessment procedure. Different assessment procedures, particularly including carers, are needed for this group. Only 3% of those approached refused to take part in this study. Twelve per cent who agreed to take part failed to complete the forms during their time in hospital or to return them by post afterwards. In general, the patient assessment procedure was feasible to administer and acceptable to the majority of patients seen in the department.
However, no staff support was offered to patients in completing the self-report measures employed, and the data show substantial numbers of missing items, particularly in the MAC scale, where 15% of the forms returned were incomplete. This underlines the point often made in QL assessment studies that the use of the self-report instruments still requires some investment of staff time to ensure the quality control of data collected. (Aaronson, 1992) . Doctors' ratings of anxiety and depression were significantly associated with patients' HAD scores in both samples, but in routine clinic practice it proved difficult reliably to obtain even a simple four-point rating of these two key dimensions for the purposes of this survey. Doctors were also aware of the scarcity of professional support services for patients. It is not surprising then to find that 30% of patients in the survey who warranted further assessment of their anxiety and 23% who warranted assessment for depression, i.e. HAD scores . 8, were not referred for help.
In the subset of the survey for whom more detailed doctors' ratings of problems were available, the proportions of patients recognised as having significant psychosocial concerns or difficulties was significantly different from patients' self-reports for all problems except the problems of relationship with hospital staff. Given that these ratings refer to in-patients and day patients, whom staff have more time to assess, it seems unlikely that the detection of patients' problems would be more accurate in the clinic. 
